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Cl inical Section 


Hydated Cyst of the Lung 

by K. R. Truman, B.A., M.D. (Man.) M.Sc. (Minn.) 

Assistant Surgeon Winnipeg General Hospital. 
Demonstrator in Surgery University of Manitoba. 


The recent encounter with a patient with 
hydatid disease of the chest prompted this brief 
survey of the incidence of hydatid disease among 
the records of the Winnipeg General Hospital 
and a consideration of the subject. 

The records of the General Hospital reveal 
that since 1923 thirty-five cases have been diag¬ 
nosed. The great majority of these patients had 
migrated to this country from Iceland. Twenty- 
seven of these cases had hydatid cysts in the 
liver, while in only one were the structures of 
the chest involved. Here a cyst in the liver had 
ruptured through the diaphragm. 

Generally, next to the liver, the lung is the 
commonest organ to be invaded by Taenia echi¬ 
nococcus. Various statistics place the percent¬ 
age of involvement of the lung between 4.5 and 
20 per cent of all cases. To indicate the relative 
rarity of the condition in the United States and 
Canada, Haight and Alexander’ in 1940 were 
only able to find 46 cases of pulmonary and the 
more infrequent pleural echinococcus cysts, and 
of these only five were born in North America. 
Multiple infection throughout the body is com¬ 
mon and multiplicity is said to exist in about 
40 per cent of cases. 

Phillips” states that the symptoms of pul¬ 
monary hydatid disease depend upon the state 
of the cyst. Dyspnoea may result as the en¬ 
larging cyst reduces the tissue available for 
respiratory exchange. Cough is said to be the 
commonest symptom and depends upon irrita¬ 
tion of a bronchus. Hemoptysis is rarely ab¬ 
sent and in one large series was present in 100 
per cent of cases. It results from erosion of a 
blood vessel and haemorrhage into a bronchus. 
Pain is present to some degree when the pleura 
is involved. Should the cyst rupture, its con¬ 
tents are discharged into the bronchial tree, 
causing a productive cough and even the pres¬ 
ence of daughter cysts in the sputum. Again 
the cyst may discharge into the pleural cavity 
and a condition similar to an empyema may 
develop. 

Although in countries where this condition 
is met relatively frequently, and the diagnosis is 
made in a large percentage of cases, the true 
nature of the process is often undetermined 
until at operation some special characteristic of 
the cyst is recognized. In addition to the symp¬ 
toms aforementioned the use of roentgen stud¬ 
ies in diagnosis is of utmost value. It is said 
that the concise margin of the cyst, together 
with the frequent presence of calcium, makes its 
appearance one not likely to be confused with 


other pathologic conditions. The diagnosis may 
be confirmed by the intradermal skin reaction of 
Casoni and the complement fixation test. Eosin- 
aphilia may be present but does not occur fre¬ 
quently enough to be of sufficient value in differ¬ 
ential diagnosis. 

Report of Case 

A sixty-three-year-old farmer, born in Ice¬ 
land, was seen at the office August 8th, 1941. 
He complained of cough of three months dura¬ 
tion, weakness, loss of appetite, and weight. 
Prior to his present illness the patient had al¬ 
ways been well except for typhoid fever at the 
age of twenty-four. He had married twice and 
had ten children. 

The patient appeared very ill and his history 
was obtained with some difficulty. The cough 
had begun during the spring and for a time he 
had raised a little sputum. More recently the 
cough had been non-productive. During the 
summer he had undergone a medical examina¬ 
tion when a chest plate was taken. He was told, 
he thought, that he was suffering from “bron¬ 
chitis”, or it may be “bronchiectasis”. The 
cough was not severe but caused pain in the 
right chest. No hemoptysis had been noted. The 
appetite had progressively deteriorated until he 
was able to take water and milk only. He had 
lost about 20 pounds in weight. He had become 
so weak he had been confined to bed for three 
weeks prior to examination. 

At physical examination marked dullness to 
percussion and loss of breath sounds could be 
determined over the lower two-thirds of the 
right side of the chest. A large mass was pal¬ 
pable in the right upper quadrant of the abdo¬ 
men and in the epigastrium, which appeared to 
be associated with the liver. 

The urinalysis was essentially negative. The 
hemoglobin was 11.4 grams per 100 c.c’s of 
blood and the red blood cells numbered 4,150,- 
000. The leucocyte count was 21,300, and the dif¬ 
ferential was normal except for the presence of 
four percent eosinophiles. The Wasserman was 
negative. The roentgenogram of the chest re¬ 
vealed a homogeneous density in the right lower 
chest. In the upper portion of this density there 
was a translucent area with a fluid level. The 
right diaphragm was slightly elevated with 
some movement on respiration. The roentgen 
ray diagnosis was a septic process in the right 
chest, associated with some effusion. Fig. 1. 

The patient was hospitalized for further in¬ 
vestigation. His temperature ranged as high as 
104° daily and was of a septic type. 
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Fig. 1 .—August 10 , 1941 . Homogeneous density 
in the right lower chest. The fluid level does not 
show in the illustration. 


On August the 12th an effort was made to 
aspirate the effusion in the right chest but only 
a few c.c’s were obtained. Grossly the material 
was thick and resembled pus. Two days later 
another attempt to remove fluid was also unsat¬ 
isfactory as the tenacious material plugged the 
needle. The pathologist’s report was that the 
aspirated substance was purulent exudate. No 
tumor cells were seen and no growth was ob¬ 
tained from the culture. 

At this stage the patient’s condition was be¬ 
coming critical and open drainage of what ap¬ 
peared to be a thick pleural purulent exudate 
was deemed necessary. Accordingly, on August 
the 18th under local anaesthesia, a segment of 
the right tenth rib was resected and the under¬ 
lying pleura was opened. This permitted the 
evacuation of a large quantity of foul smelling 
pus and innumerable thin-walled cysts of vary¬ 
ing size. A large cavity was then seen which 
appeared to be lined by the diaphragmatic and 
visceral pleura. Calcium deposits in these lining 
structures could be observed and felt. The op¬ 
eration had to be terminated because of a par¬ 
oxysm of severe coughing by the patient. The 
cavity was packed with vaseline gauze and the 
wound left open. 

The pathologist reported the material from 
the chest to be hydatid cysts measuring 1-4 cm. 
in diameter, containing daughter cysts. 

At the first dressing, forty-eight hours post- 
operatively, a broncho-pleural fistula was noted. 
A long convalescence ensued which resulted in 
the spontaneous closure of the broncho-pleural 



Fig. 2 .—November 10 , 1941 . Elevation of right 
diaphragm. Pleural thickening and increased peri¬ 
bronchial markings in the lower half of the right 
lung. 

fistula and the gradual healing of the thoraco¬ 
tomy wound. During this time it was possible 
to remove many pieces of calcified plaque from 
the wall of the cavity. Eventually the patient 
became fever free, his appetite and weight were 
restored, and his general condition on dismissal 
was satisfactory. Prior to this the mass in the 
upper abdomen, which was no doubt due to the 
downward displacement of the liver, was no 
longer palpable. A roentgen ray of the chest at 
the time of dismissal revealed the right dia¬ 
phragm to be elevated and there was some 
pleural thickening and increased peribronchial 
markings in the lower half of the right lung. 
Fig. 2. A film of the liver area presented a small 
circular calcified density about one cm. in diam¬ 
eter which was thought might be a small calci¬ 
fied cyst. 

Conclusion: 

An Icelandic patient with two hydatid lesions 
in the liver and chest. It is impossible to state 
if the condition in the chest was primarily pul¬ 
monary or pleural in origin. However, it is felt 
that it did not develop by direct extension from 
the small cyst in the liver. The presence of cal¬ 
cium indicates that the chest condition must 
have been of many years duration. It had ap¬ 
parently remained without production of symp¬ 
toms until the cyst deteriorated and its contents 
invaded the pleural space proper. 
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Remarks on the Diagnosis, Treatment, and Prognosis of 

Acute Head Injuries 

By H. F. Cameron, M.D., F.R.C.S., Ed. 

Demonstrator in Surgery, University of Manitoba. 

Assistant Surgeon, Winnipeg General Hospital. 


It is possible in a short paper to discuss only 
a few of the aspects concerning head injuries. 
Cranial injuries are an important part of trau¬ 
matic surgery and are on the increase due large¬ 
ly to the increase in motor traffic. There does 
not seem to be any satisfactory way of prevent¬ 
ing injuries to the head and it appears they will 
be always with us. For that reason, it is import¬ 
ant to have as clear a concept as possible of the 
classification, the prognosis, and surgical indica¬ 
tions with regard to cranio-cerebral injuries. 

This discussion does not attempt to offer 
anything new in regard to the above points but 
rather to summarize some of the accepted 
views regarding these important aspects. It 
would appear that the medical attendant, upon 
seeing a head injury, should certainly be con¬ 
cerned with as accurate a diagnosis as possible, 
the immediate and future prognosis, and be 
familiar with the obvious surgical indications. 

Classification: 

Every head injury should be considered as 
an individual case and treated as such. There 
appears to be a tendency to label any head in¬ 
jury as “concussion,” or “fracture of the skull,” 
and these terms, loosely used, do not carry an 
accurate picture of the result of the trauma. 
Rather an attempt should be made to make as 
accurate a diagnosis as possible with the evid¬ 
ence available, in the light of our present know¬ 
ledge of pathology. The terms used to classify 
head injuries are not all satisfactory but certain 
of the terms have come into accepted use and it 
is helpful if a clear idea of their meaning is kept 
in mind. No intelligent treatment can be ad¬ 
vised or carried out in the absence of a clear-cut 
picture in the attendant’s mind of the nature of 
the pathology present. In cases of trauma to 
the head, there are two factors to be considered: 

a. Injury to the bones of the skull; 

b. Injury to the underlying brain. 

As is obvious, the injury to the brain is in all 
cases the important factor. A fracture of the 
skull is a measure of the force applied and, with 
the exception of compound or depressed frac¬ 
ture the actual fracture is not usually the most 
important result of the trauma. X-ray evidence 
of a fracture may be of considerable importance 
from a medico-legal point of view. With regard 
to compound fractures, it should be remembered 
that they occur in the base of the skull as well as 
the vault and are evidenced by the escape of 
blood or spinal fluid from the orifices of the 
skull. The complication of infection is the im¬ 
portant thing to keep in mind. 

Regarding injury to the brain itself, certain 
terms have come to have general use in classify¬ 


ing the degree of trauma produced. The first of 
these is: 

1. Concussion. 

Concussion of the brain is a term that is 
commonly, but at times rather vaguely used to 
describe almost any head injury. Trotter has 
defined concussion as an injury to the head re¬ 
sulting in a short period of insensibility from 
which there is complete recovery without im¬ 
mediate complications or later sequelae. If this 
definition is to be accepted, and it appears to be, 
in the recent literature, the final diagnosis of 
concussion can only be made in retrospect after 
the patient has recovered. The pathology of the 
state of concussion is obscure but it is of import¬ 
ance to note that the signs are identical with 
primary shock, along with a short period of in¬ 
sensibility and a retrograde amnesia. As already 
stated most authorities of the recent literature 
tend to reserve the term of concussion for those 
cases that come under Trotter’s definition. 

2. Contusion. 

The term “contusion of the brain” is applied 
to those cases in which there is more severe 
trauma to the brain and this is evidenced by the 
appearance of red blood cells in the cerebrospin¬ 
al fluid on microscopic examination. These cases 
are of more serious nature than cases of con¬ 
cussion and the duration of the insensibility is 
more prolonged and is measured in hours usu¬ 
ally rather than in minutes as in the case of 
concussion. 

3. Laceration of the Brain. 

The diagnosis of “laceration of the brain” is 
reserved for the most severe cases in which 
there is gross laceration of brain substance with 
the appearance of gross blood in the subarach¬ 
noid space and recovered in the cerebrospinal 
fluid on lumbar puncture, i.e., pink to red cere¬ 
brospinal fluid. 

Laceration of the brain may occur underly¬ 
ing a fracture or may occur in the absence of a 
demonstrable fracture. At autopsy the frontal 
or temporal pole or both are frequently seen to 
be the site of gross laceration. 

The three degrees of brain injury mentioned 
above may occur in the presence or absence of 
the various fractures of the vault or base of the 
skull. It would seem obvious then, that in many 
uncomplicated cases, that a fairly accurate pic¬ 
ture of the amount of brain trauma sustained 
can be estimated by a diagnostic lumbar punc¬ 
ture at a suitable interval after the case is first 
seen. This information, along with the clinical 
findings and an X-ray of the skull, is a definite 
guide in the prognosis and later treatment of 
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the case. Thus the period of treatment in any 
case is directly proportional to the severity of 
the brain injury. Opthalmoscopic examination 
of the ocular fundi does not contribute much 
information regarding the diagnosis or progno¬ 
sis at the onset. Rawlings carried out this 
examination routinely on a large series of cases 
and finally reached this conclusion. 

Prognosis: 

It is usually of great importance to be able 
to make an immediate prognosis in any case of 
head injury and although one cannot be dog¬ 
matic in any case, a fairly accurate prognosis is 
usually possible. In most uncomplicated cases, 
the prognosis will depend on the classification 
of brain injury under which any particular case 
falls. Clinically this will be evidenced by the 
depth and duration of insensibility. A complete 
neurological examination is undertaken as soon 
as possible after seeing the case and an estimate 
made of the depth of unconsciousness. It is 
important to distinguish between the state of 
stupor and that of coma. In stupor, the pupils 
react to light, corneal reflexes are present, and 
the patient can be roused to some extent and 
registers reaction to painful stimuli and at 
times to his environment. In the state of coma, 
the pupils are fixed, corneal reflexes sluggish or 
absent and the patient cannot be roused. All 
cases that recover, no matter what type, appear 
to pass through a routine pattern from coma to 
recovery, although the phases may vary con¬ 
siderably in duration. The pattern is as follows: 
coma, stupor, delirium, confusion, or irritabil¬ 
ity, automatism, and recovery. The patient, 
when seen first, may be in any of these phases 
and if the pattern is kept in mind, the progress 
of the uncomplicated case can be estimated. 

Of course the possibility of an immediate 
complication such as intracranial hemorrhage 
is to be kept in mind. 

Symmonds, writing in 1935, has pointed out 
that the pattern of progress from coma to re¬ 
covery seen in cases of head injury is also typi¬ 
cally seen in a patient’s recovery from an epi¬ 
leptic seizure. With regard to immediate prog¬ 
nosis of severe head injuries in which laceration 
of the brain is the diagnosis, Symmonds” estim¬ 
ates 20% of hospital cases are fatal. Symmonds 
also quotes a series reported by Jefferson" in 
1932 in which the mortality was 23% in 1004 
consecutive cases. Also Monroe 3 in 1934 report¬ 
ed a series of 1494 cases in which the mortality 
was 17%. Russell* states that the mortality 
after twenty-four hours, dropped to 8% and 
Monroe to 7.2%. In 1933, Jefferson report¬ 
ed the mortality was less than 1% after 
forty-eight hours. It will be seen from these 
figures that in any case of laceration of the 
brain, the majority of the fatalities occur in the 
first twenty-four hours and, after forty-eight 
hours, the chance of recovery is greatly increas¬ 
ed. Thus, if there is prolonged coma and evid¬ 
ence of gross blood in the cerebrospinal fluid, 


the case is generally considered to be a gross 
laceration of the brain and the prognosis is 
consequently serious. Finally, it is obvious that 
the cases that fall into the older age groups have 
a higher mortality and to a large extent this is 
due to the greater incidence of complications 
such as pneumonia. 

Surgical Indications: 

Surgical intervention may be immediate or 
may be later required for complications, and in 
either case, will be deliberately deferred until 
the patient recovers from shock. In the case of 
laceration of the scalp, the wound should be in¬ 
spected and the underlying bone exposed if pos¬ 
sible. Sometimes a fracture line can be seen. A 
probe is not so satisfactory for examination as 
is the gloved finger in detecting a depressed 
fracture. Only sterile dressings should be plac¬ 
ed over a laceration until proper cleaning and 
suturing can be done. In the case of depressed 
fracture without scalp laceration, the patient 
should be put in as good condition as possible 
and the fracture then elevated. The depression 
can only be satisfactorily dealt with by means of 
an osteoplastic flap. 

Most depressed fractures are compound and 
a laceration that bleeds profusely should make 
one suspicious of a depressed fracture. It may 
be worth noting that haematoma of the scalp 
may resemble a depressed fracture and in all 
cases, an X-ray is the only dependable evidence 
of a depression. Any compound fracture of the 
skull is an emergency and should be treated as 
soon as the patient is out of shock. 

The later surgical indications arising in head 
injuries are signs of compression along with 
localizing neurological signs. The general signs 
of compression are well-known, namely, deepen¬ 
ing of unconsciousness together with a slow 
pulse, rise in blood pressure, elevated tempera¬ 
ture and usually slow and noisy respirations. 
The localizing signs may be due to cortical irri¬ 
tation, evidenced by Jacksonian attacks, or signs 
of paresis or paralysis. The paralysis may be 
evidenced by rigidity of the limbs on the side 
opposite the lesion and then flaccidity. The tem¬ 
perature is usually higher on the paralyzed side. 
There may be loss of abdominal reflexes or a 
plantar extensor response. With regard to pupil 
changes, the pupil may change from a contract¬ 
ed sluggish pupil to a dilated and fixed pupil on 
the same side as the lesion. If the X-ray has 
shown a fracture crossing the meningeal ves¬ 
sels, the possibility of extradural hemorrhage 
should be kept in mind. If the fracture line has 
involved any of the cranial air sinuses, the pos¬ 
sibility of meningitis or even brain abscess must 
be considered. It is very seldom that a case is 
subjected to a decompression in the absence of 
localizing signs. The compression may be due to 
depressed bone, extradural hemorrhage, sub¬ 
dural haematoma, intracerebral hemorrhage, 
edema of the brain and abscess of the brain. It 
is not always possible to differentiate between 
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these conditions pre-operatively although the 
occasional case can be accurately diagnosed. 
Extradural hemorrhage presents a rapid onset 
of compression and there is usually a history of 
a variable period of insensibility followed by a 
more or less definite lucid interval with com¬ 
pression coming on in a matter of several hours. 
Extradural hemorrhage constitutes a very small 
percentage of hospital cases, possibly 2 to 3%. 
Acute subdural haematoma does occur and may 
give a similar clinical picture. Chronic subdural 
haematoma may occur days, weeks, or even 
months following the head injury and is more 
common and occurs most often between the ages 
of 40 and 60. 

Intracerebral hemorrhage may occur compli¬ 
cating the head injury at any age, but when it 
occurs in association with trauma in the elderly 
patient, it sometimes makes the diagnosis very 
difficult. For instance, the intracerebral hem¬ 
orrhage may have been of the spontaneous tvpe 
and occurred immediately preceding the head 
injury and precipitated the head injury as in the 
case of a fall. In other cases, the intracerebral 
hemorrhage may occur during convalescence 
from a head injury. When one is doubtful whe¬ 
ther the hemorrhage is actually intracerebral, it 
may be possible to exclude extradural or sub¬ 
dural hemorrhage by small exploratory open¬ 
ings. In the case of any intracranial hemorrhage 
following a head injury, it is more important to 
diagnose the occurrence of hemorrhage rather 
than the type as urgent surgery is required as a 
life-saving measure. One would like to empha¬ 
size the importance of thorough and frequent 
neurological examination during the observa¬ 
tion and management of head injuries. Many 
cases of compression can and should be diag¬ 
nosed on clinical examination alone even with¬ 
out the benefit of an X-ray of the skull or a 
lumbar puncture. Brain abscess is a later com¬ 
plication and if it occurs in a so-called silent 
area of the brain it may not present any localiz¬ 
ing signs. In cases where one is suspicious of 
the development of an abscess an encephalo¬ 
gram should be done to confirm or exclude this 
possibility. 

The management of the unconscious patient 
following head injury: 

To summarize the important points in the 
routine management, the following factors ap¬ 
pear important: 

1. The estimation of the degrees of shock 
and the institution of appropriate treat¬ 
ment. 

2. The examination of the scalp for signs of 
contusion and laceration keeping in mind 
that street accidents should have anti- 
tetanic serum. Chemotherapy is also ad¬ 
visable for obviously infected wounds and 
may be used in the form of powdered sul¬ 
fanilamide. 

3. Inspection of the cranial orifices of the 
skull for escaping blood or cerebrospinal 


fluid. These should be covered externally 
with a sterile dressing and treated by 
masterly inactivity. A lumbar puncture 
is contra-indicated in the presence of a 
leak of cerebrospinal fluid. In the first 
place the patient is decompressing him¬ 
self with loss of blood or cerebrospinal 
fluid or both. Secondly a lumbar punc¬ 
ture may conceivably favor aspiration of 
infected material into the sub-arachnoid 
space. Fortunately most such leaks stop 
spontaneously and only occasionally re¬ 
quire radical treatment. 

4. Question of X-ray. It should be done as 
soon as possible with due regard to the 
patient’s condition. The less severe cases 
are often conveniently X-rayed en route 
to the ward. 

5. Routine neurological and complete physi¬ 
cal examination as soon as the patient’s 
condition allows it. It should be remem¬ 
bered that the patient suffering from 
head injury may have several other in¬ 
juries, notably, injuries to the cervical 
vertebra. 

6. Determination of the degree of insensi¬ 
bility with regard to the progress toward 
recovery. 

7. Decision as to the appropriate time for a 
lumbar puncture—the common practice 
is to delay this procedure for at least sev¬ 
eral hours if possible, especially if the 
patient is suffering from shock. This 
allows time for the blood, if present, to 
become mixed with the spinal fluid and 
avoids a disturbance of the already dis¬ 
turbed intracranial dynamics. It might 
be mentioned that the Queckenstedt ex¬ 
amination should be omitted in all cases 
of suspected increased intracranial pres¬ 
sure. The need for subsequent lumbar 
puncture will depend on the findings and 
the patient’s progress. 

8. Routine orders for the observation of the 
patient is to include the following: Obser¬ 
vation of the pulse, temperature and res¬ 
pirations. Rawlings 6 in 1934, emphasized 
the importance of observation of the pulse 
and temperature as an indication of the 
patient’s recovery from shock or the on¬ 
set of collapse. Similarly the changes in 
pulse and temperature are an indication 
of the onset of compression and a guide 
to a case which may develop the complica¬ 
tion of hyperthermia. After recovery 
from shock, orders are left to elevate the 
head of the bed and to apply ice caps. 

9. Use of sedatives-—it is probably wiser to 
avoid the use of morphine as it may mask 
some of the signs and is a respiratory de¬ 
pressant. Paraldehyd by rectum and sod¬ 
ium luminal intramuscularly are useful 
in the irritable stage and codein also may 
be used. If restraint is necessary, side¬ 
boards are advisable and in maniacal pa- 
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OF GENERAL INTEREST TO 
PHYSICIANS: 


A study was recently made on more 
than 100 physiologically normal people. 
After a preliminary period of observa¬ 
tion, ALL-BRAN was added to their 
diets for a period of weeks, and X-rays 
were made at regular intervals to trace 
a barium meal through the digestive 
tract. An after-bran observation period 
followed. The report is documented with 
illustrations, diagrams and tabulations, 
and leads the authors to certain import¬ 
ant conclusions with respect to the 
influence of ALL-BRAN. 

These studies show that bran does 
not change to any extent the normal 
sequence of events in the bowel. Bran 
does not accelerate optimal evacuation 
of the cecum, but it accelerates evacua¬ 
tion in those cases in which the cecal 
emptying time is forty-eight hours or 
more . . . Other evidence brought out 
by this study indicates with remarkable 
clarity that bran seems to relieve the 
spasms in a number of cases of (prob¬ 
ably moderately) spastic colon. This 
paper is one of the reports recently ap¬ 
pearing in scientific journals as a result of 
work undertaken by grants in aid to three 
universities by the Kellogg Company. 


KELLOGG COMPANY OF CANADA, LTD,, 

Loudon, Ontario. 

Kindly send, free of charge, reprint of ROENTGEN 
STUDY OF INTESTINAL MOTILITY AS INFLUENCED 
BY BRAN, by Bernard Fantus, M.D., Geza Kopstein, M.D., 
and Hilmar R. Schmidt, M.D,, Chicago, and other published 
papers on this subject. 

Doctor... 

Address. 


tients, the use of avertin by rectum can 
be resorted to. 

10. Many severe cases of head injury will 
appear to benefit from de-hydration ther¬ 
apy and this can be carried out first by 
the limitation of intake of fluids and sec¬ 
ondly by the administration of hypertonic 
solutions, either by mouth if patient is 
able to swallow, intravenously, or per 
rectum. 25% sucrose is in common use in 
amounts from 100 to 200 c.c. intraven¬ 
ously. 

11. Complications such as distension of the 
bladder should be kept in mind and may 
be the cause of restlessness. The output 
of urine should be at least 600 c.c. in 24 
hours and if acidosis is suspected, the 
urine should be examined for acetone and 
diacetic acid and the blood for nitrogen 
retention. In elderly patients the possi¬ 
bility of pneumonia should be kept in 
mind and stimulation of the cough re¬ 
flexes may be possible by administration 
of carbon dioxide and oxygen and aspira¬ 
tion of the mucous from the throat. Che¬ 
motherapy may also be instituted. 

12. With regard to Nourishment—Fluid and 
salt content can be provided for by the 
administration of glucose saline solution 
intravenously. A nasal tube may be pass¬ 
ed to the stomach, and milk, cream and 
fruit juices, etc., administered. 

13. Finally, one would like to emphasize that, 
in most cases, the immediate treatment is 
essentially along conservative lines but 
conservative treatment should be accom¬ 
panied by careful observation and re¬ 
peated examination if complications re¬ 
quiring urgent radical treatment are to 
be recognized. 

Conclusion: 

In this brief outline, one has attempted to 
stress the importance of classifying head injur¬ 
ies according to the degree of cerebral trauma 
and the bearing that this has on the immediate 
prognosis and routine observation and treat¬ 
ment. Complications requiring surgical inter¬ 
vention have been briefly discussed. 
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Municipal Doctors 

Elsewhere in this issue is a letter by Dr. 
C. M. Thomas in defence of the Municipal Doctor 
scheme. 

The Saskatchewan Medical Quarterly for 
December 1941 publishes long reports by Dr. 
J. L. Brown and Dr. J. J. Collins, the committee 
appointed by the College of Physicians and Sur¬ 
geons of Saskatchewan, to deal with the sub¬ 
jects of State Medicine, Health Insurance and 
hiring Municipal Doctors. 

They reported that when private practice is 
no longer feasible, a Health Insurance Scheme 
controlled by physicians, like “Medical Service 
Incorporated” in Regina, is suitable for urban 
areas, while for rural localities the Municipal 
Medical Scheme is preferred. The Municipal 
Medical System now covers one-third of the pro¬ 
vince. The districts are satisfied with the sys¬ 
tem, and with some qualifications, the Municipal 
Doctors are also satisfied. The average Munici¬ 
pal Doctor received $3,711.00 from his contract 
work, with an additional $1,591.00 from private 
practice. The cost per capita per year for the 
contract service of general medicine, minor sur¬ 
gery and obstetrics was $2.00. 

The chief source of complaint was the inabil¬ 
ity of some municipalities to pay the contract 
salary. Another complaint was the continuous 
duty. It is suggested that for the future the 
Municipal Doctor should not contract to give 
service on Sundays, legal holidays and on five 
extra days for medical meetings. Any work done 
on these holidays must be arranged for on the 
basis of private practice. 

It is suggested that contracts for municipal 
work should have a fixed minimum amount stat¬ 
ed. The total amount paid should be on the basis 
of actual work done, the fees to be 40% of the 


schedule of the Saskatchewan College of Physi¬ 
cians and Surgeons, with the exception of major 
surgery, where the fee is to be 25% of the 
schedule. 

As a deterrent to useless calls it is recom¬ 
mended that the municipality collect a mileage 
fee for the doctor from the patient, with a 
higher mileage fee in winter. 

Regulation of the system and attention to 
complaints should be managed by a government 
Health Service Board of five members, contain¬ 
ing two doctors appointed by the Saskatchewan 
College of Physicians and Surgeons. 

Manitoba Regulations 

Dr. F. W. Jackson, Deputy Minister of 
Health for Manitoba, states that all Municipal 
Doctor contracts in Manitoba must be approved 
by the Minister of Health, and must provide a 
minimum salary of $3,500. The total salary is 
based on the number of townships and the num¬ 
ber of the population. Two weeks holiday are 
allowed yearly, as well as time to attend the dis¬ 
trict medical societies and the Manitoba Medical 
Association annual meeting. Every other year 
an additional two weeks holiday is provided for 
refresher courses. The Doctor is allowed to col¬ 
lect two dollars from a patient if he feels a call 
was unnecessary. A district wishing to have a 
municipal doctor must first vote in favor of this 
step, and then take a second ballot as to whether 
the doctor then practicing in that locality should 
be given the appointment. Complaints are han¬ 
dled by a committee consisting of a representa¬ 
tive of the district medical society, a municipal 
councillor, and a representative of the Depart¬ 
ment of Health. 

There are now seventeen municipal doctors 
in Manitoba. 

Dr. R. G. Ferguson to Lecture 

Dr. R. G. Ferguson, of Fort San, Sask., has 
been asked to give the David A. Stewart Memor¬ 
ial Lecture this year. It will be delivered in 
Theatre A, Medical College, at 10 a.m. on Wed¬ 
nesday, February 11th. 

Doctor Mothers and Col. Archibald to Speak 
on February 27th 

At a meeting sponsored by the Royal College 
of Physicians and Surgeons of Canada on Feb¬ 
ruary 27th at 8 p.m. in Theatre “B” of the Uni¬ 
versity of Manitoba, Dr. A. T. Mathers, Pres¬ 
ident of the Royal College, will speak on 
“Recent Advances in Medicine : 

Psychoneuroses in War Time.” 

Col. Edward Archibald will speak on 
“Recent Advances in Surgery: 

The Treatment of War Wounds.” 

All members of the Medical Profession are 
invited to attend. 
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Letter to the Editor re Municipal Doctors 

The Editor, 

Manitoba Medical Review, 

Winnipeg, Manitoba, 

Dear Sir: 

A brother practitioner suggested that it might be of 
general interest for me to state my personal views of 
the municipal doctor system. Many criticisms have been 
directed at it, some fairly and others not so fairly. No 
one feels the system is perfect, but in time no doubt 
some of the contentious features will be remedied to 
everyone’s satisfaction. I feel that fundamentally it is 
sound and practicable. 

This letter is an effort to refute some of the state¬ 
ments I have heard and some that I have read. A letter 
in the June 1941 issue of the Canadian Medical Associa¬ 
tion Journal is freshest in my mind, so I will deal more 
specifically with statements from it. The scheme was 
classed as “haphazard’’ . . . the “official sanction of the 
medical profession had not been conferred upon it.” . . . 
it was claimed that the medical man was subject to the 
dictates of uninformed rural councils . . . that the sup¬ 
ervision of all municipal contracts by the Minister of 
Public Health was inadequate . . . and that the type of 
medical care rendered was inadequate . . . “in most 
instances all the patient is entitled to is maternity ser¬ 
vices, office visits, house calls, extraction of teeth, and 
not minor, but minimal surgery. To this must be added 
inoculations and vaccinations . . . Should the patient 
require major surgery, specialists or X-ray or hospital¬ 
ization he is called upon to pay for it as he may, assum¬ 
ing in many instances an overwhelming financial bur¬ 
den.” Municipal doctors, too, are accused of referring 
indigent cases to neighboring private practitioners be¬ 
cause they cannot pay. 

I have been a municipal doctor for six years and also 
for a short time practiced privately. I have been in both 
Saskatchewan and Manitoba too. Therefore, I feel as 
well qualified as the average to speak on the subject. 
For those who wish to read the opinions of men who 
have studied the question more deeply than I, I would 
recommend the article of Dr. R. O. Davidson published 
in the C.M.A. Journal of September 1941 or the report 
of a survey made in Manitoba by our own Deputy Min¬ 
ister of Health, Dr. F. W. Jackson. With his kind per¬ 
mission, I have quoted later in this article from Dr. 
Jackson’s charts. 

It seems agreed by all that the idea of municipal 
doctors and medical care first started in districts 
so sparsely settled that no doctor could make an ade¬ 
quate living among them in private practice. Everyone 
seems willing to admit too, that in these districts the 
system served and is serving a useful purpose. In fact, 
it was not until the idea had spread to surrounding areas 
and was encroaching on the domain of the private prac¬ 
titioners, that unfavorable comment began. Much of 
this unfavorable comment was not merited, I contend, 
and will endeavor to elaborate that statement. 

Is the scheme one which was planned in a haphazard 
fashion ? I suggest that the results obtained in districts 
at present so served, prove the reverse to have been the 
case. I have known many municipal doctors and known 
of many municipal services. In minor items each might 
differ from the other, but essentially all were alike. I 
cannot remember any district, once the municipal sys¬ 
tem was inaugurated, ever voluntarily going back to the 
old system. In one instance where they did do so, it was 
because they could not get any doctor whose qualifica¬ 
tions fitted him for the task ... in another they did so 
because the first doctor that was accepted turned out 
to be a worthless, drunken chap who really should have 
been dismissed from the profession. Very definite stan¬ 
dards are set for the type of service rendered and I can 
personally assure you that if one’s work did not produce 
results at least on a par with what is accepted as aver¬ 
age, the ratepayers would not be long in making it 
known to the doctor. Also, the remuneration of the 
doctor and the cost to the people is fixed. Both seem 
satisfied as far as I am aware. As to adequate super¬ 
vision by the Department of Health, I know from per¬ 


sonal experience of this. When I returned from post¬ 
graduate studies in 1938, I was very anxious to get an 
immediate source of income. So much so, that I was 
willing to accept fewer concessions than were my due. 
The Department was so very outspoken in looking after 
my interests in spite of myself, so to speak, that I am 
afraid I temporarily resented their efforts. 

Allegedly we are not sanctioned by the medical pro¬ 
fession. One must perforce conclude that the writer 
classes us as being only slightly better than “quacks,” 
which is absolutely unfair. So far as our present sys¬ 
tem of education allows we are as well qualified to 
practice as any other graduate of accredited medical 
schools. To my knowledge, no municipal doctor has ever 
been accused of performing operations needlessly or of 
committing any other unethical procedures. Our only 
guilt is that we market our skill in a different manner 
than has been the custom heretofore. But that surely 
should not cause such animosity. I feel it is unfair for 
members of the profession to set themselves up as our 
judges until they have at least given the matter due 
consideration. Otherwise they must admit to intolerance 
and one does not like to associate the members of the 
medical profession with such a fault. 

The most important feature to decide is whether or 
not the type of medical service being rendered is on a 
par with the type received under the earlier system of 
private practicing physicians. We are reproached be¬ 
cause we do not provide specialist’s services, X-ray 
facilities, hospitalization, etc. By inference, we conclude 
that if the system did include such services it would be 
acceptable. Surely, then, it is logical to conclude that 
the municipal doctor scheme is at least a step in the right 
direction. Moreover, I cannot credit the corollary to 
that statement which would indicate that the average 
general practitioner DID provide these services. If we 
are fair the municipal doctor should be considered in 
respect to his abilities as compared with the ordinary 
general practitioner. Some figures from Dr. Jackson’s 
morbidity survey shed interesting light on this very 
question. For two years seven municipal doctor areas 
were closely surveyed as to number of calls, type of 
cases, mileage, days disability in hospital, or home, etc., 
etc. 

Some of the conclusions which were drawn are as 
follows: 

“Whereas the average hospitalization required over 
the whole of the population of Manitoba is 1.5 days per 
person per year, the average in these municipal doctor 
areas is only .5 days per person per year. 

“Likewise, the number of days of disability is lower, 
being only two days per person per year as against the 
five days per person per year which is generally accept¬ 
ed as the average for the whole Dominion. 

“In respect to maternal and infant mortality figures, 
it was found that these too compared favorably with 
the rest of the province. In fact, had it not been for a 
fortuitous circumstance they would have been even 
better than they were. However, on the record the fig¬ 
ures showed an infant mortality of 40.1 as compared 
with the provincial figure of 51.8 and the maternal 
mortality was 0 as against 3.4 for the province.” 

Another interesting picture was drawn from the fig¬ 
ures of cost of medical services to the people. For the 
seven areas under the survey as follows: 

per person 


per year 

Doctor’s services .$ 1.77 

Specialists’ services .. 1.57 

Hospitalization . 1.42 


Total cost .$ 4,76 


In contrast to these figures, the services as listed in 
the various districts were assessed at the scheduled rate 
of fees as paid by the Workmen’s Compensation Board. 
The same services that the municipal doctor provided 
for an average cost of $4.76 per person per year would 
have cost the people $6.25 per person per year at their 
rate of charges. This is approximately an index of the 
costs levied by general practitioners generally. 

As to the type of services rendered, I can' only auote 
with authority from my own practice in the municipal¬ 
ity of Daly and the Town of Rivers. Under my contract 
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all residents are entitled to consult me as often as I 
think necessary and as many times in excess of this as 
the patient himself wishes. If they are too sick to come 
to the office, or injured, I am expected to visit them at 
their residences as frequently as the case demands. I 
provide my own transportation, winter and summer. 
An average amount of laboratory procedures are per¬ 
formed, such as blood counts, blood smears, urinalyses, 
Mantoux tests, sedimentation rates, urethral or vaginal 
smears or other smears of discharges, stool examina¬ 
tions for parasites or occult blood, gastric analyses, 
blood samples for Wassermans, blood sugars, throat 
swabs for diphtheria, Friedman tests, agglutination for 
Brucellosis; spinal fluid is examined for cells and glob¬ 
ulin by myself, and if desired they are sent on for fur¬ 
ther reactions. 

So far as surgery is concerned, I have always advo¬ 
cated against “kitchen surgery.” With transportation 
no longer a problem, I think one subjects patients to 
more risk by operating in the home than they would 
take by being moved to hospital. However, we do ton¬ 
sils and adenoids in the home or office, all the common 
fracture work, amputation of digits, removal of growths 
from the skin and electro-cauterization of dirty cer¬ 
vices. I have a fairly large series behind me of various 
traumatic surgical cases successfully treated, injection 
of varicose veins or hemorrhoids, etc., etc. 

Patients have the privilege of coming to me for re¬ 
fractions if they wish, or they can go elsewhere; if they 
need glasses they have to pay for them. My office is 
equipped to do any diagnostic roentgenological exam¬ 
ination necessary. If the plates require the opinion of a 
radiologist, the people are expected to pay him for his 
opinion. They might even have to go to Brandon or 
Winnipeg for more careful plates. 

They have complete choice in the matter of who 
shall do any major surgery. If they choose me, I am 
expected to do it at 75% of the usual fee. If it is a more 
difficult case than I wish to do then they either choose 
their own specialist or select from several that I recom¬ 
mend to them. 

Every expectant mother is examined monthly for 
B.P., weight, urine, blood; at two examinations at least, 
a complete physical examination is performed and also 
a Wasserman is taken. Most of the primiparae have an 
X-ray of the pelvis taken after the head has become 
engaged. The majority are confined at home. If they 
wish they may go to hospital or if I feel it is wise, I send 
them there. The majority of both surgical and mater¬ 
nity cases are transported in my car to hospital free of 
charge (23 miles away). 

Occasionally the privileges above stated are abused 
by people. I have had very few “wild goose chases” 
in the country calls I have made. All in all, I really be¬ 
lieve the majority of people in this district appreciate 
that they have average medical attention at less than 
average cost. The satisfaction so far as I am concerned 
is mutual. 

Yours truly 

C. Af. THOMAS. 


X-Ray Unit Bargain 

Victor 1775 X-Ray Unit 85KV 30MA 60 Cvcle 
220 volts. Has flat top table with Bucky. Tube 
stand on side rail, vertical Fluoroscope with 
Patterson B Screen 11 x 14. 

This unit has been slightly used and looks 
like new and as I am expecting call into army I 
am offering this machine at a bargain price of 
$750. 

Price quoted includes Casettes, developing 
tank and all dark room accessories. 

Apply Box 100, Man. Med. Review. 



be a thoroughly safe and satisfactory carbohydrate. 


They can be readily digested and do not irritate in 
the slightest degree the delicate intestinal tract of the 
i nfant. 

Both may be used as an adjunct to any milk formulae, 
and are readily obtainable by mothers at all grocery 
stores. 

“Crown Brand" and “Lily White" Corn Syrups are 
produced under the most exacting of hygienic condi¬ 
tions by the oldest and most experienced refiners of 
corn syrups in Canada. You can recommend and pre¬ 
scribe them with complete confidence in their absolute 
purity. 

"CROWN BRAND" 

and 

LILY WHITE 

CORN SYRUPS 

Manufactured by 

The CANADA STARCH COMPANY, Limited 
Montreal and Toronto 

FOR DOCTORS ONLY 

A convenient pocket calculator, with varied infant 
feeding formulae employing these two famous corn 
syrups ... a scientific treatise in book form for infant 
feeding . . . and prescription pads are available on 
request, also an interesting booklet on prenatal care. 
Kindly clip the coupon and this useful material will be 
mailed to you immediately. 


THE CANADA STARCH CO. Limited 
Montreal 

Please send me 

□ FEEDING CALCULATOR. 

□ Book "CORN SYRUPS FOR INFANT FEEDING.” 

□ PRESCRIPTION PADS. 

□ Book "THE EXPECTANT MOTHER.” 

□ Book "DEXTROSOL.” 

Name -- 

Address .... 
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Municipal Doctor Agreement 

Drawn up by the Department of Health and Public Welfare 
of the Province of Manitoba: 

WHEREAS the PARTY OF THE FIRST PART 
is desirous of engaging a duly qualified Physi¬ 
cian and Medical Officer of Health for the fol¬ 
lowing described territory: 
and the terms of the AGREEMENT have been 
arrived at between the Parties. 

NOW THEREFORE THIS AGREEMENT 
WITNESSETH the PARTIES hereto each agree 
with the other as follows: 

1. The PARTY OF THE SECOND PART agrees with 
the PARTY OF THE FIRST PART to enter into the 
employment of the PARTY OF THE FIRST PART and 

(a) To reside within the territorial limits of the area 
above described: 

(b) To give medical care, attention and treatment to 
each and every resident of the area requiring same 
without cost except as provided further herein to 
such resident to the extent that such medical ser¬ 
vice and attention can be rendered within the limits 
of the area; 

(c) To assume and perform all the obligations of a 
Medical Officer of Health under “The Public Health 
Act”’ or any other act or any regulation passed 
thereunder or any by-laws in force within the lim¬ 
its of the area and to exercise all powers and per¬ 
form all duties given to or required of a Medical 
Officer of Health; 

(d) To do all minor surgery as part of his employment 
without charge, but major surgery in a hospital 
shall be paid for by the resident requiring same, 

(e) To give and devote his whole time to the service of 
the parties of the first part during the whole of the 
term of his employment and not to practice his 
profession outside of the said area or to devote any 
of his time to patients residing outside of the said 
area who may come to him for medical care, atten¬ 
tion or treatment except in cases of emergency and 
then only until the patient residing outside of the 
said area can be taken care of by another physi¬ 
cian. Provided that if any resident require the ser¬ 
vice of the party of the second part as Municipal 
physician while he is engaged in such emergency 
work and by reason thereof it becomes necessary 
for such resident to call in another physician and 
he does so, the parties of the first part may pay any 
expense thus incurred and deduct such expenses 
from the salary of the party of the second part. 

2. In consideration of the foregoing and upon the per¬ 

formance thereof, the PARTY OF THE FIRST PART 
agrees to pay to the PARTY OF THE SECOND PART 
a salary of per annum, payable in equal 

monthly instalments on the last day of each and every 
month during each year of such employment, the said 
salary to include all expenses of the PARTY OF THE 
SECOND PART as Municipal Physician and Medical 
Officer of Health in connection with the performance 
of his professional services, except that the PARTY 
OF THE SECOND PART shall have the right to charge 
any resident for drugs, dressings, supplies and furnish 
such to resident at rates that are reasonable and cur¬ 
rent therefor. 

3. The employment of the PARTY OF THE SECOND 
PART shall continue until rescinded under this Agree¬ 
ment and either PARTY to this Agreement shall have 
the right to terminate the employment by giving to the 
other three months’ notice in writing to that effect at 


any time or this Agreement may be terminated by the 
PARTY OF THE FIRST PART for non-performance of 
duties of the PARTY OF THE SECOND PART by 
giving to the PARTY OF THE SECOND PART one 
months’ notice; 

4. If the PARTY OF THE SECOND PART has reason 
to believe that this contract is being terminated without 
just cause, he will have a right to demand a hearing 
before a Board of Appeal composed of one member 
appointed by the Municipal Commissioner or his Dep¬ 
uty, one member appointed by the Manitoba Medical 
Association and a third member chosen by the Depart¬ 
ment of Health and Public Welfare. The decision of 
this Board shall be final and binding on both parties; 

5. In case any dispute arises of any kind between the 
PARTY OF THE SECOND PART as Municipal Physi¬ 
cian and any resident of the area, such dispute may be 
referred to a Committee consisting of the President of 
the local district Medical Society, the Councillor of the 
Township where the dispute arose and one other mem¬ 
ber appointed by the Department of Health and Public 
Welfare, who shall hear and determine such dispute and 
its decision thereon shall be binding on the PARTY OF 
THE SECOND PART and the resident; 

6 . The PARTY OF THE SECOND PART shall be en¬ 
titled to two weeks’ holidays with pay in each year and 
he shall also be entitled to take time from his employ¬ 
ment to attend local district medical society meetings, 
the annual meeting of the Medical Association and the 
annual meeting of the Medical Officers of Health, if and 
when called by the Minister of Health and Public Wel¬ 
fare, and no deduction shall be made in his salary by 
reason of such attendance. 

7. Every second year of his employment, the PARTY 
OF THE SECOND PART may, with the aproval of the 
PARTY OF THE FIRST PART have the right to attend 
for two weeks, without loss of pay, some institution of 
medical training for the purpose of engaging in post¬ 
graduate work; 

8 . This contract unless otherwise terminated, shall re¬ 
main in force as long as the Municipal Physician By-law 
is in operation with the PARTY OF THE FIRST PART; 

9. The terms of this contract may be altered or added 
to at any time during the currency thereof, but only by 
written consent of the PARTY OF THE SECOND 
PART; by resolution of the PARTY OF THE FIRST 
PART; and with the written consent of the Minister; 

10. The PARTY OF THE SECOND PART mav charge 
as against the patient only a fee of TWO DOLLARS 
($2.00) except for relief cases, which fee shall be only 
One Dollar ($1.00) for the first call or visit made at a 
patient’s home when such call was unnecessary; 

11. The PARTY OF THE SECOND PART may charge 
for the extraction of teeth as against the patient only 
a fee of ONE DOLLAR ($1.00) to adults, and from 
FIFTY CENTS (.500 to ONE DOLLAR ($1.00) to 
children per tooth extracted; 

12. For the purposes of this contract: 

(a) “resident” shall mean any person who works in or 
has his usual place of abode within the limits of 
the area; 

(b) “Medical care” shall include obstetrical care; 

(c) “Minor surgery” shall include removal of tonsils and 
adenoids and the setting and treating of fractures; 

(d) “Emergency” shall mean anv case in which Pck 
of immediate medical attention might seriously 
endanger a person’s life or future health. 

13. This AGREEMENT shall be deemed to be in effect 

as on, from and after the dav of A.D. 19 .... 

and until such time as it is terminated under the terms 
of said contract. 

IN TESTIMONY WHEREOF the PARTV OF THV 
FIRST PART has hereunto affixed its cornorate seal, 
attested bv the nroner officers in that behalf and th° 
n A PTV 017 Tprp smEOND PART ftas hereunto set, his 
hand and seal the day and year first above mentioned. 
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Winn ipeg Medical Society 


J. C. Hossack — President 
C. B. Stewart — Vice-President 

Meetings 

Third Friday, each month 


Digby Wheeler — Past President 
F. G. McGuinness — Past President 

Next Meetings 
February 73th and 27th 


H. F. Cameron — Secretary 
David Swartz — Treasurer 

Meetings 

Start exactly at 8:15 p.m. 


NOTICE BOARD 


Sometimes members say to us, “Your pro¬ 
grammes so far have been good, but can you 
keep it up?” No one need have any fear on that 
score—all the programmes will be good. For 
example, here is the February “bill-of-fare” as 
it stands at the moment. On the 13th the Society 
will be addressed by Dr. C. J. Watson of Minne¬ 
apolis and by Dr. W. F. Gillespie of Edmonton. 
On the 27th we shall have Dr. Chas. Hunter, Dr. 
Alex Gibson and Dr. N. J. McLean. 

Dr. Watson is Associate Professor of Medi¬ 
cine in the University of Minnesota Medical 
School. He will be here to take part in the Post- 
Graduate Course and will speak to us on “Some 
Physiological and Clinical Aspects of Jaundice.” 
Dr. Gillespie is Professor of Surgery in the Uni¬ 
versity oi Alberta and is also taking part in the 
Post-Graduate Course. His topic will be “Phy¬ 
siological Principles in the Repair of Inguinal 
Hernia.” Both of these visitors are eloquent, 
interesting, and authoritative and will be well 
worth hearing. 

It is not necessary to introduce the three 
speakers on the 27th. It is a long time since any 
one of them took part in one of our meetings, but 
they will, for that reason, be all the more wel¬ 
come. Besides their topics are certainly “top¬ 
ical.” Here is their programme: 

“Injuries About the Ankle.” 

—Dr. A. Gibson. 

“Some Common Errors in Medical Practice.” 

—Dr. Chas. Hunter. 

“Some Errors in Surgery.” 

—Dr. N. J. MacLean. 

There is, however, a chance that this meet¬ 
ing will be altered, such as to time and speaker. 
It is possible that we may be able to get Dr. R. 
Wilder of the Mayo Clinic to speak to us, and if 
we can, we will. When, where and on what topic 
he will talk, we do not yet know. In such an 
event, Drs. Hunter, Gibson and MacLean will 
speak in March. 

<» <s> 

The applications of 83 candidates have been 
accepted during this session, and now with 339 
members the Society is larger than ever before. 
Over 90% of the local profession is now enrolled. 
Sometimes we hear a pessimist suggest that 
this high percentage will only be temporary. 
There is no reason why it should be. We did not 
seek to increase the number of members merely 


to establish a transitory record. Our purpose 
was to give to the Society all the strength that 
numbers can give it. As individuals and as a 
profession, we need strong societies that will 
assure to us the power of controlling our own 
interests and affairs. We need not only a cul¬ 
tural union but one that will concern itself with 
the economic difficulties of its members. A so¬ 
ciety that is ready to place its strength at the 
disposal of its members runs no risk of becom¬ 
ing weak. The Society needs everyone eligible 
for membership and the individual practitioner 
needs the Society. 

Apart from this, there are two things essen¬ 
tial in the keeping up of membership. One is 
good programmes. Good meetings ensure en¬ 
thusiastic and maintained membership. Inci¬ 
dentally the assurance of a large audience spurs 
the speakers to put forth their best efforts. The 
second essential is an active treasurer. Every¬ 
one wants what he has paid for, and paid up 
members are good members. By prodding them 
into keeping paid up, the members have no back 
dues to worry about and so tend to remain in 
good standing. Dr. Swartz has been an extra¬ 
ordinary good prodder. Under 40 members are 
still in our debt and I ask these to reduce that 
number. With a little co-operation from them, 
we can look forward to a Treasurer’s Report in 
which he will say that there are no fees out¬ 
standing. That is an attractive prospect—let 
us realize it. 

Red Cross Receives Surgical Instruments 

January 22nd, 1942. 

Manitoba Medical Association, 

102 Medical Arts Building, 

Winnipeg. 

Dear Sirs: 

This will acknowledge with sincere thanks 
receipt of seven parcels of Surgical Instruments 
which are being collected by the Canadian Red 
Cross Society for forwarding to Great Britain. 
The splendid response received from members 
of your Association in connection with this ap¬ 
peal has been most gratifying and on behalf of 
the Manitoba Division of Red Cross I would like 
to express our sincere thanks. 

Yours faithfully, 

R. H. SNYDER, Commissioner. 








Cold's Initial Medication 

It is generally agreed that at the first signal of a cold, medication should include a 
gentle laxative—and a reliable, effective antacid. 

Phillip's Milk of Magnesia 

Administered in laxative dosage — (4 to 8 teaspoonfuls) Phillips’ Milk of 
Magnesia has a thorough action without irritation and at the same time exerts 
its prolonged antacid effect in both stomach and intestine. 

For 60 years — one of the most widely used laxative-antacids. 

DOSAGE— 

As an antacid: 2 to 4 teaspoonfuls. 

As a gentle laxative: 4 to 8 teaspoonfuls. 

We will send you a professional package upon request. 

Phillips’ 

Milk of Magnesia 

Prepared only by 
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“ALPHAMETTE” 

LIQUID 

is a valuable medium for adminis¬ 
tering Vitamins A and D to infants, 
or to children who will not take 
cod liver oil or who have low fat 
tolerance. “Alphamette” Liquid is 
a biologically standardized con¬ 
centrate of defatted cod liver oil, 
two drops of which are equal in 
Vitamin A and D value to at least 
one teaspoonful of cod liver oil, B.P. 
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Department of Health and Public Welfare 


"The Value of Present Day Immunological Practice in Disease Prevention” 

We are publishing herewith the seventh of the essays prepared by the medical students 
before taking the final examination in Preventive Medicine at the Faculty of Medicine 
of the University of Manitoba last year. The one for this month is written by Dr. Evelyn 
Gamble on the subject “The Value of Present Day Immunological Practice in Disease 
Prevention,” and reads as follows: 


The environment by which human beings are sur¬ 
rounded offers continuous opportunities for the invasion 
into the body of pathogenic micro organisms, to which, 
sooner or later, all would succumb, were it not for cer¬ 
tain powers of resistance, spoken of as immunity. Per¬ 
sons or animals are spoken of as immune, when, to 
quote Zinsser, “they are unaffected by an exposure or 
an inoculation to which the normal average individual 
of the same species, would ordinarily succumb”. When 
the mechanical defences of skin and mucosa are over¬ 
come, the animal body possesses still further physio¬ 
logical means of defence by virtue of which the germs 
are disposed of, or at least prevented from elaborating 
their poisons. 

By virtue of his species man falls heir to a natural 
immunity to certain diseases, and by virtue of his race, 
through processes of natural selection, to other diseases, 
which have been endemic among the race for genera¬ 
tions. On the other hand, immunity may be an acquired 
attribute, obtained either through having had an attack 
of an infectious disease, or through being subjected to 
one or more of the immunological practices to be dis¬ 
cussed in this paper. 

Artificially acquired immunity may be bestowed 
upon an individual, broadly speaking, in one of two 
ways. 

1. He may gain his own powers of resistance through 
the unaided reactions of his own tissues by means of 
treatment with either an attenuated form or a sublethal 
quantity of the infectious agent of a disease. 

2. He may be given a passive immunity as a result 
of specific antibodies introduced, by injections of the 
serum of an actively immunized person or animal. 

There are three main methods in use for the produc¬ 
tion of active immunity against disease. Firstly: im¬ 
munization with a modified virus—which includes the 
oldest known and most valuable immunological practice 
—Jennerian vaccination, consisting of the introduction 
of vaccine virus into the skin with the object of inducing 
cowpox in order to prevent smallpox. Protection is 
afforded by typical twelve-day “takes” against both 
smallpox and cowpox. The value and importance of 
smallpox vaccination is shown by the fact that less than 
7% will escape in a severe epidemic and that thp fatal¬ 
ity among the unvaccinated is fifty times greater than 
among those vaccinated at any time during their lives. 
Prophylactic vaccination affords the most perfect im¬ 
munity we have in medicine to a communicable and 
fatal disease. 

The principle of prophylactic treatment of rabies 
also consists of producing an active immunity by means 
of a modified virus, attenuated by various methods. 
These procedures save many lives by preventing rabies 
in persons bitten by mad dogs, but it should not be ad¬ 
ministered unless necessary as untoward results such 
as fatal paralysis do occur. Prophylactic immunization 
of dogs, with the present vaccine is expensive and dis¬ 
appointing. Yellow fever and chickenpox are two other 
virus diseases for which prophylactic treatment is 
available. For yellow fever, the use of a mixture of 
live virus and immune serum is practical and effective. 
Vaccination with chickenpox virus in the face of an 
epidemic in an institution is favored by some investi¬ 
gators, but results are variable. 

Secondly, active immunization mav be achieved bv 
the use of detoxified bacterial products known as tox¬ 
oids. This method is used for diphtheria, tetanus and 
staphylococcal infections. Before diphtheria toxoid is 
given, immunity against the disease, or the lack of it, 


can first be demonstrated by the sensitive and reliable 
Schick test. The percentage of Schick-positive tests 
(i.e., those susceptible to diphtheria) is highest between 
the ages of one and five. As over 60% of deaths occur 
in children under 5 years of age and 80% in children 
under 10 years, all those from 6 months to 6 years 
should receive active immunization, Prophylaxis is also 
valuable for expectant mothers, so that natural immun¬ 
ity may be conferred on their children for the first 10 
months of their lives. The value of alum toxoid is indis¬ 
putable for after a course of injections 95% show im¬ 
munity within 60 days and 99% after 7 months. 

The use of tetanus toxoid for producing immuniza¬ 
tion is advantageously employed in certain groups in 
whom the hazard of tetanus is greater than in the gen¬ 
eral population. Staphylococcus toxoid injections in¬ 
crease the amount of staphylococcus antitoxin in the 
blood of human beings and develop an active immunity 
against certain types of localized staphylococcal infec¬ 
tions. Its use differs from diphtheria and tetanus tox¬ 
oid as it may be used in cases of active infections such 
as styes, boils, pustular acne, etc. Its greatest value is 
in recurrent infections. 

In creating an immunity to scarlet fever, bacterial 
products are again used, but in this instance it is the 
toxin itself, although toxoids are being tried. The course 
of injections is mainly suitable for those especially ex¬ 
posed to the disease, as the number of injections is 
large, reactions may be severe, and the disease itself 
is in a mild phase at present. 

Thirdly, vaccines are used for the production of ac¬ 
tive immunity, and the list is a long one. The first group 
includes the vaccines employed against the diseases of 
the respiratory tract—pertussis, tuberculosis, influenza 
and pneumonia. Pertussis vaccine has been used with 
varying success, but if prepared from recently isolated 
smooth strains, even although it may not give complete 
protection, it indisputably tempers the severity of the 
disease and lowers the mortality. An adequate course 
of pertussis vaccine gives about the same protection as 
an attack of the disease itself. 

The value of B. C. G. vaccine in reducing morbiditv 
or mortality of tuberculosis is not yet fully determined, 
but there are indications that it may produce a relative 
immunity for short periods. If, however, it can be de¬ 
pended upon to produce a fairly high immunity during 
childhood, its value will be immense among races highly 
susceptible to tuberculosis. 

Vaccines for pneumococcal infections, although they 
are specific against the particular group in the vaccine, 
are not widely in use and much more work will have to 
be done before a statement can be made regarding their 
prophylactic value. As regards influenza, in Rosenau’s 
opinion, vaccines made up of dead influenzal bacilli 
have no protective value whatsoever, this being consist¬ 
ent with the belief that a virus is the primary invader. 
Vaccines made of the secondary invading organisms, 
Pneumococci, Types I, II, III and TV, hemolytic strentn- 
cocci. staphylococcus aureus, etc., mav. however, help 
to prevent the serious complications of influenza. 

The second group of vaccines includes those employ¬ 
ed against diseases of the gastro-intestinal tract. In¬ 
ducing an active immunity to typhoid fever bv the 
subcutaneous injection of dead bacilli is a harmless, 
rational and effective procedure. The use of these inoc¬ 
ulations is especially to be stressed for those using 
questionable water supplies, but it would be a mistake 
to neglect, in favor of this preventive treatment, the 
protection afforded by general sanitary improvements 
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such as good water, safe milk, fly suppression, etc. The 
immunity thus artificially obtained may be broken down 
by large doses of virulent infection. A vaccine consist¬ 
ing of a mixture of B. typhosus, B. paratyphoid a and b, 
is often used as a routine, but there is no decisive evi¬ 
dence that vaccination, with paratyphoid does afford 
protection, while the value of dysentery vaccines is un¬ 
deniably questionable. Prophylactic vaccination against 
cholera is practical and useful, although it is not a 
necessary procedure in communities with sufficient 
sanitation. 

Other vaccines of value are plague and typhus vac¬ 
cines, and a vaccine prepared from an emulsion of ticks 
infected with Rocky Mountain Spotted Fever. Plague 
is not controlled by immunization, however, but by 
such measures as the suppression of rodents, and the 
isolation of those infected; typhus control depends upon 
the elimination of the body louse, and extermination of 
the tick remains all important in protection against 
spotted fever. 

The value of passive immunization lies not in the 
protection of large numbers of people against various 
diseases, but in building up, for a short period, the re¬ 
sistance of selected cases which are known to have suf¬ 
fered the hazards of exposure to disease. Passive im¬ 
munization is practically applicable, chiefly against 
diseases caused by bacteria which produce powerful 
toxins. 

The sera of animals actively immunized against such 
toxins are called antitoxic sera and are used both pro- 
phylactically and therapeutically. Diphtheria, Scarlet 
Fever and Tetanus antitoxins are all used widely with 
success. Passive immunity to Diphtheria by antitoxin 
injection is prompt and may be used for protective pur¬ 
poses in the case of a young child who has been exposed 
to Diphtheria to tide it over the incubation period. | 
After the danger is passed and passive immunity has 
worn off, the child should be actively immunized with 
vaccine. 

Tetanus antitoxin is of more practical value than 
the vaccine, and should be employed as a preventive 
in all those cases where there is danger of tetanus infec¬ 
tion. It is a specific and trustworthy agent, but is more 
valuable if given before the advent of symptoms. Scarlet 
fever antitoxin has a limited use but if administered to 
susceptible contacts, it will hasten the end of an epi¬ 
demic. 

Finally, we have immune sera as protective weapons 
against disease, the most commonly employed being for 
measles and poliomyelitis. Although measles itself is a 
comparatively innocuous disease, perhaps more than 
any other infection, it tends to lower resistance. There¬ 
fore the use of convalescent serum obtained between 
the 10th and 30th day, is to be strongly recommended, 
as it will give protection against the disease if given 
before the fifth day after exposure, or will modify the 
disease if given after the fifth day. In poliomyelitis 
also, convalescent serum or whole blood for prophylactic 
passive immunization of children exposed to the disease, 
has been found to be of value. 

COMMUNICABLE DISEASE REPORT 
December, 1941 

Chickenpox: Total 363—Winnipeg 153, Unorganized 43, 
St. Boniface City 36, Brandon City 24, Woodlands 15, 
Flin FI on 14, Kildonan East 11, Daly 9, Kildonan West 
7, La Broquerie 6, Ste. Rose Village 4, Pilot Mound 
Village 3, St. Vital 2, Tuxedo Town 2, Brenda 1, 
Brooklands Village 1, Fort Garrv 1, Lac du Bonnet 1. 
Rockwood 1, Stonewall Town 1, St. James 1, Tache 1, 
Wallace 1, Whitehead 1. (Late Reported: Flin Finn 
6, Deloraine 4, Minitonas 3, Kildonan North 3. Kil¬ 
donan East 2, Brandon 2, Unorganized 1, Portage la 
Prairie 1, Lome 1, Winchester 1.) 

Mumps: Total 218—Winnipeg 44, Brandon 42, Tuxedo 
39, Kildonan West 31, Woodlands 20, The Pas 16, 
Brooklands 7, Fort Garry 2, Selkirk 2, Minnedosa L 
Pembina 1, Portage la Prairie 1, Sifton 1. Springfield 
1, Whitewater 1 (Late Reported: The Pas 6, Flin Flon 
1, Emerson 1, Kildonan West 1.) 


Measles: Total 153 — Winnipeg 67, Unorganized 29, 
Tuxedo 24, Lansdowne 5, Brandon City 4, Daly 2, Fort 
Garry 2, Kildonan West 2, Rockwood 2, Rosser 2, 
Dauphin Town 1, Kildonan East 1, Minnedosa 1, Nor¬ 
folk South 1, Portage la Prairie 1, Woodlands 1. (Late 
Reported: St. Francois Xavier 6, Unorganized 2.) 
Influenza: Total 79—Brandon 74, Winnipeg 2, White- 
water 1. (Late Reported: Thompson 1, The Pas 1.) 
Scarlet Fever: Total 78—Brandon 28, Winnipeg 19, 
Flin Flon 6, Portage la Prairie Rural 6, Souris Town 

3, St. Boniface City 3, Grandview Rural 2, Charles- 
wood 1, Daly 1, Dauphin Town 1, Fort Garry 1, Glen- 
wood 1, Kildonan West 1, Portage la Prairie City 1, 
Tuxedo 1, Unorganized 1. (Late Reported: St. And¬ 
rews 1, Tuxedo 1.) 

Tuberculosis: Total 70—Uorganized 17, Winnipeg 7, 
St. Boniface 5, Rhineland 4, Portage la Prairie City 3, 
Bifrost 2, Cartier 2, Ethelbert 2, Fort Garry 2, Mont¬ 
calm 2, Portage la Prairie Rural 2, Stanley 2, Arthur 
1, Blanshard 1, Brandon 1, Brokenhead 1, Cypress 
North 1, Dauphin Rural 1, Eriksdale 1, Hanover 1, 
Morris Rural 1, Morton 1, Norfolk North 1, Pembina 

1, Rossburn Rural 1, Russell Rural 1, Siglunes 1, St. 
Paul West 1, The Pas 1, Wallace 1, Westbourne 1, 
Whitemouth 1. 

Whooping Cough: Total 38—Winnipeg 6, Unorganized 

4, Hillsburg 2, Flin Flon 2, Dauphin Town 2, Brandon 

2. (Late Reported: Unorganized 17, Flin Flon 2, Kil¬ 
donan North 1.) 

Diphtheria: Total 20—Winnipeg 11, Brandon 1. Ethel¬ 
bert 1, Mossey River 1, Roblin Rural 1, St. Vital 1, 
Tuxedo 1. (Late Reported: Ethelbert 1, Roland 1, 
Tuxedo 1.) 

Encephalitis: Total 16—Winnipeg 1. (Late Reported: 
Stanley 3, Dauphin 2, St. Boniface 2, Cartier 1, Kil¬ 
donan East 1, Whitemouth 1, Grandview Rural 1, 
Rhineland 1, Rockwood 1, East St. Paul 1, Ritchot 1.) 
Lobar Pneumonia: Total 15—Brandon 2, Hanover 1, 
Portage la Prairie 1, Ste. Rose Rural 1, Whitewater 1. 
(Late Reported: Whitewater 2, Dauphin 1, Dufferin 1, 
Emerson 1, Lac du Bonnet 1, Morris 1, Unorganized 1, 
Winchester 1.) 

German Measles: Total 13—Brandon 7, Tuxedo 2, Car- 
berry 1, Sifton 1, Whitehead 1. (Late Reported: 
Brandon 1.) 

Diphtheria Carriers: Total 12—Ethelbert 9, Winnipeg 3. 
Anterior Poliomyelitis: Total 7—(Late Reported: Er¬ 
iksdale 1, Grandview 1, Portage la Prairie 1, Ste. Rose 
Rural 1, Tache 1, Transcona 1, Unorganized 1.) 
Erysipelas: Total 7—Brandon 2, Winnipeg 2, Gilbert 
Plains Village 1, Portage la Prairie 1, Transcona 1. 
Typhoid Fever: Total 6—Shellmouth 3. (Late Reported: 

Ritchot 1, Shellmouth 1, St. Vital 1.) 

Meningococcal Meningitis: Total 4 — St. James 1, 
Whitewater 1, Winnipeg 1. (Late Reported: Rivers 1.) 
Septic Sore Throat: Total 4—Brandon 1, Kildonan 
North 1, Morton 1, Whitewater 1. 

Puerperal Fever: Total 2—Unorganized 1. (Late Re¬ 
ported: Portage la Prairie City 1.) 

Trachoma: Total 1—Foxwarren Village 1. 

Opthalmia Neonatorum: Total 1—Winnipeg 1. 
Bacillary Dysentery: Total 1—(Late Reported: Mont¬ 
calm 1.) 

Venereal Disease: Total 105—Gonorrhoea 68, Syphilis 

DEATHS FROM COMMUNICABLE DISEASE 
November, 1941 

URBAN—Cancer 45, Pneumonia Lobar 2, Pneumonia 
(other forms) 6, Tuberculosis 5, Syphilis 4, Lethargic 
Encephalitis 3, Diphtheria 1, Influenza 1. Scarlet 
Fever 1. Other deaths under one year 19, other 
deaths over 1 year 173, Stillbirths 17. Total 277. 
RURAL—Cancer 25, Tuberculosis 10, Pneumonia Lobar 

5, Pneumonia (other forms) 8, Lethargic Encephalitis 
2, Erysinelas 1, Influenza 1, Dvsentery 1, Scarlet Fe¬ 
ver 1, Vincent’s Disease 1. Other deaths under one 
year 16. other deaths over one year 159, Stillbirths 18. 
Total 248. 

INDIANS—Pneumonia (other forms) 4, Tuberculosis 3, 
Cancer 1. Other deaths under one year 12. other 
deaths over one year 11, Stillbirths 1. Total 32. 
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DISEASES 






Anterior Poliomyelitis ... 


2 

i 

9 

2 

Meningococcal Meningitis 

3 

27 

2 

1 

1 

Chickenpox . 

339 

2054 

362 

1002 


Diphtheria . 

17 

13 

7 

13 

3 

Erysipelas . 

7 

8 

6 

1 


Influenza . 

77 

75 

8 

6 

40 

Leth Encephalitis . 

1 

1 



4 

Measles . 

145 

295 

195 

278 

396 

German Measles . 

12 

59 

18 



Mumps . 

209 

871 

307 



Opthalmia Neonatorum . 

1 





Puerperal Fever . 

1 





Scarlet Fever . 

76 

982 

94 

315 

50 

Septic Sore Throat . 

4 

24 




Smallpox . 




6 

1 

Trachoma . 

1 





Tuberculosis . 

70 

161 

58 

59 

26 

Typhoid Fever . 

3 

13 

2 


1 

Typh. Para-Typhoid . 


1 

2 



Undulant Fever . 


5 




Whooping Cough . 

18 

438 

15 

176 

28 

Diphtheria Carriers . 

12 


2 




Most of these diseases are running along rather un¬ 
der expectancy. 

Diphtheria with 17 cases and 12 carriers is mostly 
a hang over from the one Municipal epidemic, mention¬ 
ed in last month’s Review. But it should emphasize the 
fact that to wipe out diphtheria, we must increase our 
toxoiding and re-toxoiding. 

Minnesota and North Dakota, both had cases of 
Smallpox. We have been fortunate for the past two 


years in not having any cases but vaccination must be 
kept up and even increased or we will, no doubt, have 
some. 

Influenza shows a slight upward trend which may 
be only seasonable but from experience during the time 
of War and the increase in influenza last winter, we 
may expect more than usual this winter, if not an epi¬ 
demic. We would appreciate prompt reporting of influ¬ 
enza cases, especially this year, in order that we may 
be warned. An epidemic would interfere seriously with 
training of armed forces and also in War time industry 
so we should be on guard. 

Chicago Selected for 1942 Clinical Congress 
of American College of Surgeons 

Because of the war, the thirty-second annual Clin¬ 
ical Congress of the American College of Surgeons will 
be held in Chicago, October 19 to 23, instead of in Los 
Angeles as originally planned. Headquarters will be at 
the Stevens Hotel. The twenty-fifth annual Hospital 
Standardization Conference sponsored by the College 
will be held simultaneously. The programs of both 
meetings will be based chiefly on wartime activities as 
they affect surgeons and hospital personnel in military 
and civilian service. 


BUY VICTORY BONDS 


JUST 

barley 

hops 

yeast 

water 


AN ANALYSIS OF GUINNESS STOUT lOOcc. 

Total solids.5.87 gm. 

Ethyl alcohol (7.9% by volume) . 6.25 gm. 

Total carbohydrates.3.86 gm. 

Reducing sugars as glucose . . . 0.66 gm. 

Protein .None 

Total nitrogen.0.10 gm. 

Ash.0.28 gm. 

Phosphorus. 38.50 mg. 

Calcium ..7.00 mg. 

Iron. 0.072 mg. 

Copper. 0.049 mg. 

Fuel value.61 cal. 

Vitamin B,.6 Int. Units 

Vitamin G . . . 33 Sherman Bourquin Units 



1} GUINNESS 

Analysis is only a partial indication of the attributes of Guinness Stout. The 
physical equilibrium of collodial properties is important, and the well nigh 


perfect balance between the alcohol 

Literally thousands of physicians in Great Britain have 
testified to the value of Guinness as a tonic during con¬ 
valescence. 

... as a stimulating and appetizing food for older 
people. 

... in the treatment of insomnia, to obviate the de¬ 
pressing after-effects which most hypnotics produce. 

A'l the natural qoodness is retained in Guinness for, 
un'ike other stouts and porters, Guinness is unfiltered 


and the malt and hops constituents. 

and unpasteurized. The active yeast which thus re¬ 
mains is a source of Vitamin B and G. 

Guinness has been brewed in Dublin since 1759, and is 
the lamest selling malt beverage in the world. It is 
matured over a year in oak vats and bottle. Foreign 
Extra Guinness is obtainable through all legal outlets. 
Write for convenient 3"x5" file, card giving complete 
analysis and indications to Representative, A. Guin¬ 
ness, Son & Co., Limited. 501 Fifth Avenue, N.Y.C. 


A. GUINNESS, SON & CO., LIMITED 

DUBLIN and LONDON 
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NEURO-TRASENTIN “Ciba” 

(Trasentin + phenylethylbarbituric acid) 

For the Treatment of 

NEURO-VEGETATIVE DISTURBANCES 

A new “Ciba” product, which exhibits, ac¬ 
cording to the dose, a sedative-antispasmodic 
effect of a central and peripheral nature, or 
acts as a mild soporific. 

Issued: 

Tablets, in bottles of 30 and 100 
also 500 for hospital use. 

CIBA COMPANY LIMITED • Montreal 


D R E W R Y S 

Estab. 1877 

DRY GINGER AEE—a most inviting beverage 
for every period of sickness and convalescence. 

Phone 57 221 

THE DREWRYS LIMITED 


TRADE 



MARK 


SCO 


PARKE, DAVIS & COMPANY 

Seventy-five Years of Service 
lo Medicine and Pharmacy 


Laboratories 

WALKERVILLE, ONTARIO 


Branches: 

Winnipeg Toronto Montreal 


BOOKS WANTED FOR THE TROOPS 

Books—fiction and readable non-fiction, and 
magazines will be received with pleasure by 
the Library Committee of M.D. 10. Ph. 24 181. 


DOCTORS’ and NURSES’ DIRECTORY 

213 Balmoral Street, Winnipeg, Man. 
24-Hour Service 


Phones: 

Doctors’ — 72 152 
Nurses’ — 72 151 
Registered Nurses. 
Practical Nurses. 


Victorian Order of 
Nurses—night calls, 
Sundays and 
holidays. 

Phone 72 008 


Physiotherapists and Masseuses 

P. BROWNELL, Reg. N„ Registrar. 


LABORATORY 

POULENC FRERES 

OF CANADA LIMITED 

204 YOUVILLE SQUARE—MONTREAL 
The home of: 

NOVARSENOBENZOL BILLON 
STOVARSOL 
DAGENAN 
SONERYL 

Detailed Literature Upon Request 


A New Electric 
Refrigerator . . 


for the protection of Biolog- 
icals, Hormones and prescrip¬ 
tion products recently has 
been installed. 

Our prescription service as¬ 
sures the physician of the 
utmost in scientific skill and 
modern methods, always. 


Winnipeg Drug Co., Ltd. 

(H. D. CAMPBELL) 

407 PORTAGE AVE. (Cor. Kennedy) 


= PHYSIOTHERAPY = 

by J. C. Swann 

Member of 

THE CANADIAN PHYSIOTHERAPY ASSOCIATION 

(Incorporated by Domin'on Charter) 

Graduate of: Massage, Swedish Movements, 
Muscle Re-education and Medical Gymnast, 2 
years training in Christie Street Hospital, Tor¬ 
onto, Masseur at Deer Lodge Hospital, Pensions 
and Health, Winnipeg, for the past 15 years. 

(Under Medical Supervision or Direction). 
Phone 80 760 438 Somerset Bldg. Res. Phone 

after 1 p.m. Winnipeg, Man. 54 195 


Phone 24 866 


WINNIPEG 



























